The performance of esophago-gastric-duodenoscopy (EGD) in patients presenting with acute upper gastrointestinal bleeding remains critical as this technology provides both diagnostic and therapeutic benefits, with endoscopic hemostasis remaining the cornerstone of therapy, especially in patients with non-variceal bleeding etiologies [1] .
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The timing of EGD in upper gastrointestinal bleeding remains somewhat controversial, especially considering disparate recommendations that suggest performing an early gastroscopy at varying time intervals following initial presentation [1 -3] . In non-variceal bleeding, randomized clinical trial (RCT) data have suggested that EGD within 24 hours is as efficacious at improving outcomes as within shorter time frames (2 or 12 hours) [1, 4] . However, recent observational data using exploratory analyses have suggested that an earlier gastroscopy may be beneficial in very acutely ill patients, swaying some guidelines to recommend earlier gastroscopy, within 12 hours (actually 13 hours reported in the study) [5] . This timing is also that proposed in variceal bleeding guidelines based on expert opinion [6] . The importance of the scheduling of EGD is further highlighted by the report of a weekend effect whereby the prognosis of patients presenting after hours may be worse, especially in non-expert centers, either because of patient selection or lack of timely resources and expertise [7] .
Garg et al. add to the literature on this topic, having performed a large administrative database retrospective cohort analysis of 2 066 707 admissions to acute care hospitals for upper gastrointestinal bleeding, using information drawn from the American National Inpatient Sample from 2007 to 2013 [8] . The study population included mainly patients with non-variceal upper gastrointestinal bleeding, including 49 % with bleeding ulcers, but also 12.4 % of patients bleeding from esophageal varices. Unfortunately, the authors do not report endoscopy timing and outcomes stratified according to variceal or nonvariceal bleeding etiologies, nor were exploratory threshold analyses performed to attempt at better estimating the impact of adopting a 12-hour versus a 24-hour EGD timing following admission. Bearing in mind the retrospective study design with the attendant inevitable confounding, and thus the inability to conclude on causation, as we are reminded by the authors, the main conclusions of the inferential analyses suggest that early EGD is associated with lower morbidity and mortality compared to delayed EGD or no EGD. The overall costs, including the costs of the procedure, and length of hospital stay, were much higher in patients who did not undergo early EGD, and greater in the delayed EGD group as well. Some or all of these results have been proposed in previous contemporary observational studies [9 -13] , but the generalizability and precision of effect size estimates are enhanced in this study by the large patient sampling. Furthermore, patients who underwent early EGD had lower incidence of acute renal and respiratory failure.
Perhaps even more important are the descriptive prevalences. Indeed, it is reassuring (confirming other reports [14] ) that the mortality of upper gastrointestinal bleeding has decreased compared to older reported estimates, approximating 4.3 % in the current study (that also includes the small proportion of patients with variceal bleeding and its attendant much worse prognosis) [8] . It is somewhat disappointing, however, to note that, of the patients who underwent EGD, 1 020 744 were noted to have had an early EGD (within the first 24 hours), while 714 372 had delayed EGD (> 24 hours), i. e. a full 58.8 % were not managed according to contemporary guidelines. Al-though there may be many reasons for such a delay, as reviewed by the authors, this proportion remains woefully low in light of the benefits of early endoscopy repeatedly reported by both RCT and observational studies. We are even further away from a 12-hour procedural threshold, although quality evidence for this earlier target as mentioned above is weaker.
Although the reported overall low mortality of acute upper gastrointestinal bleeding is encouraging and in keeping with other contemporary reports, this large retrospective cohort analysis again emphasizes the need for persistent lobbying in providing adequate timely resources and widespread adoption and implementation of a policy of early endoscopy as defined by a threshold within 24 hours of initial presentation. Additional high-quality data are required to further justify a shortening to within 12 hours amongst patients bleeding from non-variceal etiologies, with tailored studies further defining subgroups who may benefit most from such earlier intervention.
